Acute Mesenteric Ischemia (A.M.I.) is a potentially life-threatening condition syndrome due to inadequate or completely absent blood supply through superior or inferior mesenteric artery. The etiologies are various. Early diagnosis is essential to improve the clinical outcome. Despite advances in knowledge of pathophysiology, laboratory diagnosis and imaging techniques, acute intestinal ischemia is still associated with mortality rates.
We Demonstrate Four Clinical Scenarios to Underline the Difficult Way to Join a Diagnosis and Treatment

1) Clinical scenario
A 85 years old Caucasian male presented to the ED with significant periumbilical abdominal pain, vomiting and fever. He presented a medical history of atrial fibrillation and anticoagulant therapy. During the physical examination, the patient was uncomfortable and in severe sepsis. Her vital signs were: blood pressure, 80/77 mm Hg; respiratory rate, 30 breaths/minute; heart rate, 129
beats/minute; and temperature superior of 38˚C. Oxygen saturation was 85% on room air. The abdominal examination revealed a distended abdomen that was severely tender to palpation, with rigidity, guarding, and rebound tenderness.
Laboratory evaluation revealed high leukocytosis with a white blood cell (WBC) A xifo-pubic incision laparotomy was made. A totally ischemic small and partially large intestine was found. We made only a laparostomy for a second look.
The patient died the day after.
2) Clinical scenario
A 74 years old woman was referred to our hospital because of sudden onset of continuous to severe abdominal pain. The pain was associated with nausea and passage of dark, loose stools. His medical history was significant for permanent 3) Clinical scenario A 63 years old man was admitted in our Emergency Room for acute abdominal pain associate with fever, vomiting, diarrhea and hypotension. His medical history reveled diabetes mellitus type II, hypertension, a history of Hairy Cell Leukemia with splenomegaly and cytopenia and endoprosthesis for thoracic aneurism. Physical examination demonstrated Temperature 37.5˚C, blood pressure 98/60 mmHg with mild orthostatic hypotension. Normal bowel sounds were noted in the abdomen, which was moderately tender in the right lower quadrant with focal rebound tenderness. The rectal exam was normal, with a stool sample negative for occult blood. Pelvic exam was unremarkable. WBC count was 24,300 per mm 3 . Serum chemistries and arterial blood gases (ABG) were remarkable for a mild anion gap metabolic acidosis. Abdomen TC scan with artery phases was performed, revealing S.M.A. occluded at aorta origin, small bowel dilatation, pneumomatosi, peritoneal fluid (Figure 3 (a) & Figure 3(b) ). After resuscitation with crystalloid through jugular vein catheterization, we explored the abdomen. We found a 30 cm necrotic ileum and hypoperfusion wall in the other part of small intestine. We performed a 30 cm of small bowel resection and superior mesenteric artery longitudinal arteriotomy, Fogarty exploration with . ABG and abdomen plain was unremarkable. We performed an CT-Scan that demonstrated a distal occluded S.M.A. (Figure 4 (a) & Figure 4(b) ) Having considered the patient's age and in agreement with relatives, we treated her only with antithrombotic therapy and fluid resuscitation. She died one day later.
Anatomic Reasons for Intestinal Ischemia
Anatomy is crucial for the understanding of the pathophysiology, clinical presentation of intestinal ischemia. The splanchnic circulation is characterized by linking the 3 major vessels together [2] . The major connections are: the junction 
Etiology
Based on its etiology, acute mesenteric ischemia can be caused by various type of Other symptoms are nausea in 44%, vomiting in 35%, diarrhea in 35%, heart rate > 100 in 33%, "blood per rectum" and mucorrea in 16%, constipation in 7% [5] .
2) Diagnosis Laboratory studies are nonspecific. The most common laboratory abnormalities are hemoconcentration, leukocytosis, and metabolic acidosis, with high anion gap and lactate concentrations [6] . High levels of serum amylase, aspartate aminotransferase, lactate dehydrogenase, and creatine phosphokinase are frequently observed at presentation, but none is sufficiently sensitive or specific to be diagnostic In these four cases we found an altered Blood Test Count with WBC ranging from 10 to major 20 mmc in 90% of cases associated of increased lactic acidosis with arterial blood gases evidences metabolic acidosis but only in the advanced disease. In one cases a part of altered WBC the laboratory studies were normal. Normal laboratory values do not exclude this diagnosis and do not justify delaying angiography when clinical suspicion exists. MDCT (multidetector CT) scan angiography is first line diagnostic images to discover acute intestinal ischemia with sensitivity 83%, specificity 93%, positive predictive value (at prevalence of 62%) 93%, negative predictive value (at prevalence of 62%) 61%. Findings on CT scan include: Mesenteric edema, Bowel dilatation, Bowel wall thickening, Intramural gas, Mesenteric stranding, portal vein gas, abdominal fluid [7] . Angiography is a diagnostic and therapeutic method and it is considered the gold standard for the diagnosis of acute mesenteric ischemia associated with MDCT scan [8] . Its sensitivities in five of six studies have ranged between 90% and 100%; specificity was reported in two of these studies to be 100%. Although it has serious risks, angiography provides the possibility of direct infusion of vasodilators in the setting of non-occlusive ischemia [9] .
4) Treatment
In the setting of suspected acute mesenteric ischemia, aggressive hemodynamic monitoring along with active resuscitation represents the first therapy. It should also include parenteral broad spectrum antibiotics to prevent bacterial translocation generated by ischemia associated with analgesia therapy. of those segments is called for [10] . Surgical revascularisation remains the treatment of choice for mesenteric ischaemia using longitudinal arteriotomy to perform embolectomy using a Fogarty catheter or distal bypass graft anastomosis.
In most of cases multiple re-laparotomies are needed to obtain that news dead segments are removed after first operation and a second-look or even a third-look operation allows assessing segments that are borderline and that may be savable after revascularization [11] . 
Discussion
Despite advances in knowledge of pathophysiology, laboratory diagnosis and imaging techniques, acute intestinal ischemia is still associated with mortality rates of more than 80%. Atrial fibrillation, myocardial disease or vascular disease and advanced age are the most common etiology. Differentiation between viable and nonviable, necrotic bowel tissue is done by exploratory laparotomy. A second-look laparotomy (after 24 -48 hours) is recommended, even after successful primary intervention, because the intraoperative assessment of bowel viability [13] . Early diagnosis is the only best change but acute intestinal ischemia still remains a challenging diagnostic disease [14] . An algorithm management for the diagnosis and treatment of patients at risk of acute mesenteric ischemia is necessary to following the right steps (Algorithm 1) [15] . 
